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To date myself, I graduated from medical school in 1970 at a time when smoking was ubiquitous in health care facilities. The nurses' station, where charts were kept and teams communicated with patients, were always shrouded in tobacco smoke. Physicians sometimes smoked while making rounds, leaving cigarettes smouldering on the burn-scarred railings in the hallway. Smoking was particularly prominent on the psychiatry inpatient ward; during group therapy sessions, almost everyone smoked, including the therapists. Decades later, I saw hospitals become smoke-free, initially voluntarily, but subsequently in the United States as a requirement for accreditation. However, psychiatric facilities were exempted, in part because of myths related to smoking and mental illness. 1 Consequently, in the United States as in many other countries, psychiatric facilities-workplace and treatment loci for millions worldwide-are contaminated by secondhand smoke (SHS).
In this issue of the IJE, Ballbè and colleagues report findings of a comprehensive assessment of levels of airborne particles (PM 2.5 , particles less than 2.5 microns in aerodynamic diameter) as a marker for SHS in mental health inpatient facilities in Catalonia, Spain.
2 They made spot measurements of PM 2.5 in 64 of 67 facilities in Catalonia and examined the concentrations in relationship to the type of restriction of smoking in place. As anticipated from measurements in other settings, facilities where smoking was allowed had higher concentrations of PM 2.5 , not only in places where smoking was taking place but in common areas, such as corridors. Even allowing outdoor but not indoor smoking was associated with higher levels of indoor PM 2.5 , perhaps from entrainment of smoke from outdoors. The general findingsvery high levels of SHS where smoking is taking place and movement of the SHS throughout the facilityare quite consistent with understanding of the dynamics of tobacco smoke within buildings. 3, 4 The measurements, perhaps the first to be made in mental health care facilities, have critical implications. First, they document a major workplace where SHS exposure persists; second, they reaffirm the need to facilitate smoking cessation for persons with a mental illness; and third, they offer another reminder of the broader problem of high smoking rates among people with mental illness.
With regard to the involuntary SHS exposures of workers in mental health care facilities, a key motivation for smoking bans has been to protect against a fully avoidable exposure to a carcinogen in the workplace. The need to protect all workers has led to bans that cover bars and restaurants and to efforts to extend coverage to casinos which have been exempted from coverage in many jurisdictions. Mental health care facilities have received far less attention. The high concentrations of PM 2.5 documented by Ballbè et al. are a strong reminder of the need to assure that smoke-free bans extend to all health care facilities. 2 Some surveys of workers in mental health care facilities show general support for smoking bans 5 and there are many examples of facilities where bans have been implemented without incident. 6 In the United States, the American for Nonsmokers' Rights Foundation currently lists 107 psychiatric hospitals across 34 states that have adopted a complete smoking ban in all indoor areas as of January 2013.
offer cessation support to inpatients. This same opportunity should be exploited for inpatients in mental health care facilities. 6, 8 The problem of SHS in mental health care facilities reflects the high rates of smoking among people with a mental illness. 9, 10 The high rates of smoking among those with a mental illness have a complex and not fully understood basis. One hypothesis proposes that common underlying factors increase risk for mental illness and for addiction; another suggests that nicotine acts to improve symptomatology and well-being in people with a mental illness. Regardless of the underlying mechanisms, the prevalence of smoking among people with a mental illness is much higher than in those without a mental illness. Among the severely mentally ill, the majority are cigarette smokers. US national survey data for 2009-11 found that 36.1% of adults with any type of mental illness were current smokers compared with 21.4% of those without any mental illness. 9 With the diagnostic approach used by the survey, 19.9% of adults were classified as having a mental illness; thus, those with a mental illness include about 30% of current smokers, representing a substantial target for cessation initiatives. Even though many people with a mental illness see health care providers, they are unlikely to receive counselling and therapy to promote cessation. Myths about smoking among the mentally ill are responsible: that smoking is pharmacologically beneficial; that nicotine withdrawal may complicate treatment of mental illness; and that mentally ill people are not interested in quitting and cannot quit. 1 As an unfortunate consequence of a highly unfavourable profile of risk factors, including smoking, life expectancy among the severely mentally ill is greatly shortened.
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The study carried out by Ballbè and colleagues could be readily replicated in other jurisdictions where smoking is still allowed in mental health care facilities. 2 Undoubtedly, similar results would be obtained, but local data are often needed to motivate action. Every workplace should be smoke-free, as SHS causes disease wherever it is inhaled. The finding of Ballbè and colleagues lend support to the calls for making psychiatric facilities smoke-free.
